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3. For primary sites where both tumor size and extension determine the T category in TNM select the  
    code that best explains how the information in the CS Tumor Size and CS Extension fields were 
    determined. 
 
      a. If there is a difference between the derived category for the tumor size and the CS extension,  
         select the evaluation code that reflects how the worse or higher category was determined. 
 
      b. If the patient had no surgery, use code 0, 1, or 9. 
 
Example:  
A. Patient has a chest x-ray showing an isolated 4cm tumor in the right upper lobe. Patient opts for    
    radiation therapy. Code this field as 0. Staging algorithm would identify information as clinical (c). 
 
B. Colon cancer with colonoscopy and biopsy confirming cancer. Code this field as 1. Staging  
    algorithm would identify information as clinical (c). The biopsy does not meet the criteria for  
    pathologic staging. 
 
     c. If the patient had surgery followed by other treatment(s) use code 3 or 9. 
 
     d. If the size or extension of the tumor was greater after presurgical treatment than before  
         treatment, use code 6. This code is likely to be used infrequently and maps to the “y”  
         intercurrent treatment staging basis. 
 
     e. If the patient had an autopsy, use code 2 if the diagnosis was known or suspected prior to death. 
         Use code 8 if the malignancy was not known or suspected prior to death. 
 
4. For sites/histologies where there is no TNM schema, this field must be coded 9, Not Applicable. 
    These sites are also noted in the site specific schemas. 
 
Note: Although TNM staging is not collected by TCR, TNM is incorporated in the CS system; 
therefore rules must be consistent. 
 
    These schemas are: 
 
       Other pharynx                                            Other endocrine 
       Other digestive                                           Other eye 
       Middle ear                                                  Melanoma of other Eye 
       Other sinus                                                  Kaposi sarcoma 
       Trachea                                                       Hematopoietic, Reticuloendothelial,  
       Other respiratory                                                     Immunoproliferative and  
       Other adnexa                                                           Meyoloproliferative Neoplasms 
       Other female genital                                    Other Ill-defined and Unknown Primary Sites  
       Other male genital                                            
       Other urinary 
       Brain and Other CNS 
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5. Code 0 includes imaging studies such as standard radiography, special radiographic projections,  
    tomography, computerized tomography (CT), ultrasonography, lymphography, angiography,  
    scintigraphy (nuclear scans), magnetic resonance imaging (MRI), positron emission tomography  
    (PET) scans, spiral scanning (CT or MRI) and other non-invasive methods of examining tissues. 
 
6. The Eval fields should be codes based on how the information was obtained, even if the related  
    fields (Tumor Size, CS Extension) are unknown. In other words, just because the tumor size is                        
    coded 999, the Eval field does not have to be coded 9. 
 
CS Tumor Size/Ext Eval Standard Table 
 
Note: Not all schemas use the Standard Table. Be sure to check the site-specific schemas before 
coding the field.  
Note: This table is also available in the Quick Reference, Standard Tables Section. 

* For some primary sites, code 1 may be a pathologic staging bases, as determined by the site-specific 
chapter in the AJCC Cancer Staging Manual, sixth edition. 

Code  Description  Staging Basis 
0 No surgical resection done. Evaluation based on physical examination, 

imaging examination, or other non-invasive clinical evidence. No autopsy 
evidence used. 

          c 
 

1 No surgical resection done. Evaluation based on endoscopic examination, 
diagnostic biopsy, including fine needle aspiration biopsy, or other invasive 
techniques, including surgical observation without biopsy.  No autopsy 
evidence used. 
Does not meet criteria for AJCC pathologic staging. 

c* 

2 No surgical resection done, but evidence derived from autopsy (tumor was 
suspected or diagnosed prior to autopsy) 

p 

3 Surgical resection performed WITHOUT pre-surgical systemic treatment or 
radiation 
OR surgical resection performed, unknown if pre-surgical systemic 
treatment or radiation performed 
Evaluation based on evidence acquired before treatment, supplemented or 
modified by the additional evidence acquired during and from surgery, 
particularly from pathologic examination of the resected specimen 
Meets criteria for AJCC pathologic staging. 

p 

5 Surgical resection performed WITH pre-surgical systemic treatment or 
radiation; tumor size/extension based on clinical evidence  

c 

6 Surgical resection performed WITH pre-surgical systemic treatment or 
radiation, BUT tumor size/extension based on pathologic evidence 

y 

8 Evidence from autopsy only (tumor was unsuspected or undiagnosed prior to 
autopsy) 

a 

9 Unknown if surgical resection done 
Not assessed; cannot be assessed 
Unknown if assessed 
Not documented in patient record 
For sites with no TNM schema: not applicable 

c 
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CS LYMPH NODES (NAACCR Item #2830) (CS MANUAL Version 01.04.00, pg I-33) 
 
Description 
Identifies the regional lymph nodes involved with cancer at the time of diagnosis. 
 
CS Lymph Nodes General Guidelines 
 
1. Code and document the specific regional lymph node chain farthest from the primary site that is 
     involved by tumor either clinically or pathologically. 
 
   a. Document involved regional lymph nodes from the pathology report when the patient receives  
       no radiation therapy or systemic treatment prior to surgery. Regional nodes are listed in each  
       site/histology schema. Nodes farther away from the primary or in farther lymph node chains  
       have higher codes with the exception of codes for Regional Nodes, NOS; Lymph Nodes,  
       NOS; stated as N1 no other information; and so forth. Record the highest applicable code. 
 
Example: 
Peribronchial lymph nodes are positive on fine needle aspiration biopsy. Contralateral mediastinal 
mass noted on CT but not biopsied. Patient chooses radiation therapy as primary treatment. Code the 
contralateral mediastinal lymph node involvement as it is higher than the code for peribronchial 
lymph nodes.  
 
       b. Pathologic information takes precedence over clinical when there is a discrepancy on the same 
           lymph node chain(s) if preoperative therapy was not administered. 
 
Example: 
Per physical exam axillary lymph nodes were “suspicious for involvement”. After axillary lymph 
node dissection, all 12 lymph nodes were negative. Document the number of lymph nodes examined 
and the negative findings (0/12 or, number of lymph nodes positive/number of lymph nodes 
examined). 
 
       c. For patient(s) with primary of inaccessible sites and early or localized disease receiving  
           usual treatment, lymph nodes should be considered negative rather than  unknown when there 
           is no mention of regional lymph node involvement in the physical exam, pre-treatment  
          diagnostic testing or surgical exploration. 
 
       d. Document the farthest involved regional lymph nodes based on information prior to surgery if 
           the patient receives preoperative systemic therapy or radiation therapy. 
 
Example: 
Needle biopsy of the breast confirms ductal carcinoma. Patient has a hard matted mass in the axilla 
clinically suspicious for metastases. Patient receives 3 months of chemotherapy, then a modified 
radical mastectomy. The pathology report shows only scar tissue in the axillary lymph nodes. Code 
the CS Lymph nodes as 51 because the chemotherapy apparently “sterilized” the lymph nodes. 
 
       e. In the infrequent event that clinically involved regional lymph nodes do not respond to  
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           neoadjuvant treatment and are, in fact, more extensively involved after preoperative treatment 
           as determined by the operative or pathology report, code the farthest extension. 
 
Example: Patient has needle biopsy-proven prostate cancer with no mention of involved lymph 
nodes on physical examination. He receives Lupron while deciding whether to undergo a radical 
prostatectomy. At the time of surgery, a laparoscopic pelvic lymph node biopsy is reported to show 
metastases. Code CS Lymph Nodes as 10 because the preoperative treatment (Lupron) had no effect 
on the lymph nodes. 
 
       f. Lymph nodes should be considered as not involved for primaries with in situ extension and  
           coded as 00 (None). In situ by definition means non-invasive. If there is evidence of nodal  
           involvement associated with a tumor described as in situ, it would indicate that an area of  
           invasion was missed and the primary tumor is not an in situ lesion, so lymph nodes can be  
           coded as appropriate for the case. 
 
      g. If there is direct extension of the primary tumor into a regional lymph node, record the  
          involved lymph node in this field.  
 
2. For solid tumors, the terms “fixed” or “matted” and “mass in the hilum, mediastinum,  
    retroperitoneum, and/or mesentery” (with no specific information as to tissue involved) are  
    considered involvement of lymph nodes. 
 
       a. Any other terms, such as “palpable”, “enlarged”, “visible swelling”, “shotty” or  
           “lymphadenopathy” should be ignored unless there is a statement of involvement by the 
           clinician. 
 
EXCEPTION: The terms adenopathy, enlargement, and mass in the hilum or mediastinum should be 
coded as involvement for lung primaries only. 
 
       b. For lymphomas, any positive mention of lymph nodes indicates involvement of those lymph 
           nodes.  
 
       c. Regional nodes are not palpable for inaccessible sites such (but not limited to) as bladder,  
           kidney, prostate, esophagus, stomach, lung, liver, corpus uteri, ovary, etc. The best 
           information on regional lymph node involvement will be on imaging studies or the surgeon’s  
          description at the time of exploratory or definitive surgery. If regional lymph nodes for these  
           sites are not mentioned in these reports, they are presumed to be clinically negative and should  
           be coded to 00. 
 
       d. The terms “homolateral”, ipsilateral”, and “same side” are used interchangeably. 
 
       e. Any unidentified nodes included with the resected primary site specimen are to be coded as 
           Regional Lymph Nodes, NOS. Coding of NOS categories for lymph nodes should be used 
           only after an exhaustive search for more specific information. 
 
       f. Size of the involved regional nodes can be found on the pathology report and should be  
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